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Epidemiologic Notes and Reports 





Maternal Mortality, 1984-1995 


While pregnancy is not itself a disease, it does entail some risk of illness and death for 
the prospective mother. Pregnancy surveillance for the purpose of learning how to 
reduce these risks has long been a hallmark of civilized societies everywhere. The risk 
of dying from causes associated with childbirth is measured by an indicator generally 
referred to as the maternal mortality rate, usually expressed as maternal deaths per 


Figure 1. Live Births Number, Georgia, 1984-1995 
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100,000 live births per year. Included in the numerator are all deaths during pregnancy 
or within 42 days of delivery/termination of pregnancy, irrespective of the duration of 
pregnancy, from any cause related to or aggravated by the pregnancy or its management 
but not from accidental or incidental causes. Because the number of women who become 
pregnant during any given year is unknowable, a convention has been adopted of usin 
the number of live births during the year as the denominator. : 

Figure 1 shows the number of live births recorded in Georgia during the period 1984- 
1995. Though a decline is real, it looks bigger than it is because the former South 
Ossetia and Abkhazeti have ceased reporting after 1991. 


Table 1. Maternal Mortality, Georgia, 1984-1995 


R : ; 
eporting Region Number of Deaths Maternal Mortality Rate 


Tbilisi 

is ° i 
Kakheti 30 47.1 
Kvemo Kartli 31 445 
Shida Kartli 23 43.7 
Samtskhe Javakheti 18 41.6 
Imereti 58 

Racha-Lechkhumi, Kvemo Svaneti 1 ee 
Samegrelo, Zemo Svaneti . 34 70.3 
Guria . 8 14.6 
Mtskheta-Tianeti a 10 69.4 
Ajara i . 33 39.2 
Zemo Kartli (Tskhinvali Region)!’ =~ | 6 
Abkhazeti’ . 30 
Total 393 


1 . . 
- No reporting since 1992. No population data available. 


o sa the official repository for death certificates is the Committee of the Social- 
pes ormation of Georgia (CSEIG). However, when death certificates from 
: 4 WEXe studied, only about one-third of the maternal mortality cases reported 
fae fares faites medical records had been reported to the CSEIG. Because of 
id re rate INSeNsitivity, an analysis was conducted using these medical records 
ndividual History of Pregnancy and Delivery, form #003-1/y) and any available autopsy 
records. A total of 393 maternal deaths was recorded during the period 1984-1995. 


Maternal mortality increases with the age 
of the mother (F 
previous deliveries (Figure 3). 8 (Figure 2) as well as with 
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Maternal Mortality - Continued 
Figure Z. Maternal Mortality Rate Distributed by 
Mothers' Age Groups 
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Figure 3. Maternai Mortality Rate Distributed by 
Number of Deliveries 
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The time interval between delivery and death was recorded in 87% of the deaths, with 
two-thirds of these occurring within 24 hours of delivery. According to these records, 
hemorrhage, n=176 (44.8%) was the most frequently attributed cause of maternal death, 
but autopsy was infrequent (performed in only slightly more than a quarter of the 
maternal deaths). Therefore the data in Tables 2 and 3 are based mostly on recorded 


clinical impression. 


Table 2. Maternal Mortality Reasons and Number of Deaths, Georgia, 1984-1995 


Death reasons Number of deaths ‘% 
Hemorrhage 176 | 44.8 
Embolism 69. 17.5 
Sepsis and Peritonitis after Caesarean 50 12.8 
Section 
Gestosis 43 10.9 
Extragenital Diseases 24 6.1 
Abortion Complications 12 3.2 
Anaesthesia Complications 10 2.5 
Extra Uterine Pregnancy 6 1.6 
0.8 


All Others 


Table 3 further breaks down the 393 maternal deaths by result of pregnancy, 
according to whether there was a live birth or not. 


uwogy muletrn May, 1996 


Maternal Martality- Continued 















































| 


Table a Reasons of TP aes | i, : 
1 ‘ . A ee i ere ta nmr ip eae Soaewit wr Brena - =a 7 hale 
AS == Lad {Maternal Mortality and Result of Pregnancy, Georgia, 1984-7985 
Y : Poe a 
Le ai tea eo oo. eee ey | 
| _ Lane Burshis Laer periht ere cel Bertin | ‘Torta 
| ; a an 
= i rad ii 
a 
L | “a = th if | ‘k 
Hypotonia a? | Lc 5 | — 
I fie | aaa | es 14 | 4 TH 15 r| 
Piacente Prewia F, + * 5 re Ii 
= >| af al as! =| 
APE phe pet lo i= a | —— = ae = 
Vi ta 1) ae | o# a4 | | | st | % 
5 ————— a | tat oh | feel cols 
Lerma Rupture | = 1 —4 ae 
| Vienne Rupe |] | 25] 2] 89 
| Ext Uienne® Fregrancy | | | on = 
i E 5 7 a 
| | el sey AP 
| Abortions T | — 
| | 12 1] 3 
t 1g ——— — 
eosin ———— - =] 12 a] 1 i 1B 4.5 43 1 
‘ E | 
45 11.5 5 | i | 50 27. | 
Thrombus: Exibolisin 3B oF if | 
: aT | la | a5 | | 59 5 
= == =—— —_——— — ——* = —__ 1 SE —— | i 12 i. 
Emboiar wilh Arreniacic F = ‘iim 
Fluid | Z O15 a | 12 ‘a | | 24 17 Fi | 
/- el — 
Ervagerntal Dweaset 15 | F F ie | lie | 
-——— ——— t = an 6 
| Arcanahh | | : im =, 
ih tied iad Teele % ¥ a E it = i | 
| | —— 
| Al Others a | 0.6 z| oF 
Tata EL | ga ‘aa tio | a = 
eta es | 1 1G 235 | el tea: | a | ta 
1 


—_ 


be 


Reported ies . ally I ¥ “he af i ty i. rs. ey peng 7 Hoe : Po tT ee = op & | _———— 
ported by: T Asatiant, Chief Ob/Gyn, MOH; Assistant Professor of the Toilts: Medical Academy 


Editorial Note: Historically, standards of obstetric and neonatal care, together with other 
indicators, have been assessed by monitoring maternal and perinatal mortality 
According to the Oxford Textbook of Public Health, | | 
Although antenatal care is usually thought of as serving a purely preventive function, in 
practice it operates as a screening system to identify pregnancies of high risk of poor fetal 
or maternal outcome in order that the ‘full force’ of the obstetric services can be brought to 
bear early, before irreversible problems develop. Most obstetric activity is therefore 
fundamentally curative in intent, in that it seeks to recognize and terminate established 
disease processes rather than to prevent them from ever occurring (J).” 
It seems clear that maternal mortality in much of the developed world has now declined 
to something approaching an irreducible minimum. The virtual elimination of 
preventable maternal mortality is attributed to such factors as improved nutrition early 
in life, resulting in improved maternal fitness and stature, together with better education 
control of fertility, reduction in illegal abortions as a consequence of the availability of 
safe legal abortions, as well as the disciplined application of modern obstetric and 
anesthetic techniques. Such progress is evident in the large decline in maternal mortality 
experienced in the countries of the European Union since the 1970's (Figure 4). From 
a rate of maternal deaths in the range of 35 per 100,000 live births, this figure has fallen 
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Maternal Mortality - Continued 
to become stabilized at around a quarter of that, about 8 per 100.000. Note that this an 


average: Germany and Sweden are included with Greece and Turkey. Available data 
regarding the situation in Georgia may be compared in Figure 5 and it is not a 
comfortable picture. Not much change is seen from the Soviet period to independence 
and Georgian mothers are consistently shown to have about a six-fold increased risk of 
death associated with pregnancy compared to the European average: The total number 


Figure 4. Maternal Mortality, 


of maternal deaths during the ten year period was 393. If Georgia had been able to 


achieve the European average, 
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Figure 5. Maternal Mortality, All Causes, per 100,000 Live Births 





manageable condition, as should 
be eclampsia and pre-eclampsia as 
well, calling into question the skill 
level of our obstetricians. Also, 
the investigator found problems 
with timely diagnosis of 
hemorrhagic shock and uterine 
rupture, with inadequate 
replenishment of the lost blood, 


| : 

60 , with arbitrary (non-standard) 

ob co en a int aac ee =~ Beso = 4 treatment schemes for eclampsia 
and pre-eclampsia, and a generally 

(0) ans sens = Se lower standard of care in rural vs 

30 b+--------------- urban hospitals. — | 

bs becetienee ec eee We find ourselves a long way 

7 from the WHO goal of 19 maternal 


of life and where every traditional supra prai 
future, such a picture is simply unacceptable. 
of maternal mortality must become a priority, so 





deaths per 100,000 live births, and 
the deaths seem to be going up 
instead of down. For a country 
that prides itself in the celebration 


ses women and the children who are our 


Further investigation into the epidemiology 


that the many component problems that 


together result in this picture can be systematically identified and eliminated. 


References 


1. Hobbs M, Jamrozik K. Medical Care and Public Heal 


th. In: Holland WW, Detels R, Knox G, 


ed. Oxford Textbook of Public Health. 2nd Ed. Oxford: Oxford University Press, 1990:1. 197- 


213. 


90 Epidemiology Bulletin May, 1996 


Breast-feeding: Knowledge, Attitudes, and Practices Survey 


In March, 1996, UMCOR/Georgia (United Methodist Committee on Relief) staff 

conducted a special survey of knowledge, attitudes, and practices (KAP) regarding 

| breast-feeding in Tbilisi. The survey was conducted in all ten administrative districts of 

Tbilisi, using a convenience sample of 14 households with children between up to 24 

months in each district. If two children in a selected household fell into this group, the 

youngest child was selected for survey. | | 
The questionnaire for this KAP survey was developed to assess: (a) preferred methods 

of infant nutrition, (b) percentage and age distribution of children that are breast-fed, (c) 

awareness of the benefits of breast-feeding for both mother and child, (d) maternal 

behavior to maximize lactation, and (e) timing of the introduction of foods, other than 

breast milk, to infants. Data regarding age, educational level, and employment of 

mothers was also obtained. Major findings are as follows: 

¢ In the first month of life, 80% of surveyed infants were exclusively breast-fed. By 
4 months of age 56% are exclusively breast-fed. By 6 months this drops to 23%. | 

¢ No direct correlation was observed between the educational level of mothers and KAP 
of breast-feeding. | 

¢ Eighty-four percent of respondents felt that infant formula does not substitute for 
human milk, while 9% thought that it did and 7% "did not know." 

¢ Fifty-six percent of respondents had breast-fed newboms during the first 8 hours after 
delivery, (22% during the first hour after delivery), while 42% first breast-fed more 
than 8 hours after delivery. | 

¢ Forty-seven percent of respondents believed (wrongly) that it is more important to 
breast-feed boy babies than girl babies. 

The full report is available from UMCOR, 8A Abasheli Street, Tbilisi. 

Reported by A Zoidze and R Spencer, UMCOR. Georgia. 


Editorial Note: Breast-feeding provides numerous health benefits to young infants 
including protection against illness and death from infectious diseases of bacterial, viral, 
and parasitic origin. While providing an ideal source of infant nutrition, largely 
uncontaminated by environmental pathogens, human milk contains protective factors 
including cells, specific secretory antibodies, and nonimmune factors such as 
glycoconjugates for infants. Evidence of protection by human milk is most clearly 
established for pathogens causing gastrointestinal tract infection. In addition, it appears 
to provide protection against otitis media, Hemophilus influenzae type b, respiratory 
syncytial virus, and other causes of lower respiratory tract infection(/). 

Although infant formulas simulate the composition of human milk, human milk has 
several advantages over infant formula. Breast milk does not need to be warmed, is 
ready to serve, does not need a clean water supply, is generally free of micro-organisms, 
and comes in its own clean serving container. Breast-feeding also encourages maternal 
-infant bonding, and reduces the incidence of cow's milk allergy and eczema (2). Every 
effort should be made to encourage and promote breast-feeding for 6-12 months. 
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Breast-feeding - Continued 

The survey was needed because there are no reliable recent data concerning the 
proportion of infants that are breast-fed and until what age. Any figures provided by 
official sources are based on 
theoretical assumptions and 
considerations, rather than on 
reliable health statistics, or 
supported by any previous 
surveys. The last official 
figures regarding breast- 
feeding practices, widely 
used by MOH and 
international organizations 
involved in breast-feeding 
promotion activities in 
Georgia, date from 1991(3). 
The data from this and the 
1991 survey are compared in 
Figure 6. While such results 
seem encouraging, it is 
important to note that neither survey was done in a way that is truly representative of the 
population. Statistical validity is thus missing, and the differences may be more apparent 
than real. What is needed is a breast-feeding survey that surmounts the methodological 
obstacles encountered in these data, one that will show the true prevalence of breast- 
feeding within acceptable confidence limits. Until this is done, no absolute value can be 
assigned to such practices and no baseline can be established from which the results of 
future activities to promote breast-feeding can be assessed. 


Figure 6. Breast-feeding Survey Data, 1991 vs 1996 
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ISAAC Phase 1 Study: Childhood Bronchial Asthma in Tbilisi, 1995 


During the period February-April, 1995 a study of asthma and other allergic diseases 
was carried out among school children living in all ten administrative districts of Tbilisi. 
This study in Tbilisi is a Phase 1 part of the International Study of Asthma and Allergies 
in Childhood (ISAAC). The standard ISAAC questionnaire was used, which includes 
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questions about symptoms and the diagnosis of bronchial asthma, rhinitis and. atopic 
dermatitis (and/or ncurodermiatitis, childhood eczema, allergic diathesis). Participants 
were 6,199 schoolchildren of two age groups: 13-14 year olds (n= 3,200) and 6-7 year 
olds (n=2,999). 

Age group data are shown in Table 4. Asthma had been diagnosed in 2.4% of 13-14 
year oJds and in 1.7% of 6-7 year olds. When analyzed by sex, these data showed no 
differences in respiratory symptoms as well as diagnosis of asthma or hay fever. 
However, the diagnosis of childhood eczema was significantly more prevalent among 13- 
14 year old girls (p<0.001, odds ratio: 1.92, 95% confidence interval: 1.33-2.85). 


Table 4. Asthma, Hay Fever, Eczema by Age Group, Tbilisi ISAAC Study, 1995 


13-14 year olds 6-7 year olds 
Ever Diagnosed 
Number Percent Number Percent 
Asthma 77 2.4 52 1.7 
Hay Fever 193 6.0 4120 4.0 
Eczema 129 4.0 351 11.7 


Figure 7 shows that 28.6% of 13-14 year olds and 33.3% of 6-7 year olds with severe 
multiple respiratory 
symptoms during the 
previous 12 months had 
never been diagnosed as 


Figure 7. Asthmatics by Age Group and Diagnosis, 
Tbilis! ISAAC Study, 1995 
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Table 5. Asthma Diagnostic Labeling, Tbilisi ISAAC Study, 1995 


Symptoms 

Number of 1-3 

Atacks of 

Wheezing * 4-12 

>12 

Speech- + 

limiting 

Attacks” 

Nocturnal Never or < 

wheezing” once a week 
1+ per week 

Exercise- + 

induced 

Wheezing" 


* During the previous 12 months 


12 


20 


16 


28 


38 


13-14 Year Olds 


Asthma Diagnosis 


57.1% 


14.6% 


20.8% 


52.0% 


30.8% 


11.5% 


iil 82.8% 
8 66.7% 
6 54.4% 


p>0.05 (Chi Square) 


9 42.9% 
137 85.4% 


p<0.0006 (Chi Square) 


61 79.2% 


12 48.0% 


p<0.004 (Chi Square) 


63 69.2% 
292 88.5% 


p<0.00001(Chi Square) 
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Reported By: A Gamkrelidze, N Khetsuriani', M Gotua, N-Gunia - Department of CONEY 
and Immunogenetics of Allergic Diseases, Tbilisi State Medical University 


Editorial Note: There is considerable concern that asthma and other allergic diseases are 
increasing in both industrialized and developing countries. 
epidemiology to clarify this and elucidate causal factors is hampered due to the lack of 


‘currently - CDC/Tbilis 


The great potential of 
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Childhood Bronchial Asthma - Continued 
standardized case definitions and methodologies, which severely limit the comparability 
of existing data. 

ISAAC was founded in 1990 to establish a standardized methodology to facilitate 
international cooperation. Phase | is a compulsory core study designed to assess the 
prevalence and severity of asthma and allergic diseases in defined populations, to make 
comparisons within and between countries and obtain baseline measures for assessment 
of future trends, as well as to provide a framework for further research of disease 
factors. Phase 1 studies are already completed in 120 centers of more than 60 countries 
(1). The data are currently being centrally analyzed by the ISAAC International Data 
Management Centre in Auckland, New Zealand. 

In the Phase 1 Tbilisi study described, the sample for each age group was stratified 
by district with the probability proportional to the number of eligible children in schools 
of each district (denominator data obtained from the Tbilisi Department of Education). 
The schools within each district were selected randomly and all children of school groups 
of eligible age were asked to participate in the study. The questionnaires were completed 
by children (in the 13-14 year old group) or by parents (in the 6-7 year old group). The 
required number of schools per district was defined as the minimum required to cover 
the pre-determined sample size for each age group. 

The participation rate for 13-14 year olds was 92.4% and 90.8% for 6-7 year olds. 
Data from the 6199 participants were analyzed using public domain Epi Info software, 
version 6.02, supplied by CDC and the World Health Organization. 

Because of the careful methodology of this study, the findings are generalizable to the 
whole city of Tbilisi within the defined confidence limits. An important finding is that 
the discovered 2.4% actual prevalence of doctor-diagnosed asthma among Tbilisi 
schoolchildren is much higher than could be realized from official reports. Though age- 
specific morbidity data are not available, asthma prevalence of 0.22%, reported in 1994 
for Tbilisi (2) is approximately 10 times lower. 

Diagnostic practices vary between countries and underdiagnosis of bronchial asthma 
is not uncommon, especially in Eastern European countries - in contrast with Western 
Europe or Canada (J, 3). Usually, under diagnosis relates to mild forms of the disease. 
The situation in Georgia raises some concern, as only about 67% of children with severe 
symptoms were diagnosed as asthmatic. In Canada, 6-7 year old children with 4 or more 
episodes of wheezing per year are 89.7% likely to be diagnosed with asthma (J). 

The large amount of missed diagnoses of childhood bronchial asthma in Tbilisi (34%) 
emphasizes the need for changing our diagnostic habits. Particularly, it is necessary to 
encourage health care professionals to use the label: "asthma" to describe children with 
recurrent wheezing, breathlessness and cough. 

Early diagnosis of childhood bronchial asthma is crucial for timely adequate treatment 
and successful control of the disease. The younger the child, the greater the possibility 
for alternative diagnosis (such as cystic fibrosis, primary ciliary dyskinesia, primary 
immune deficiency, congenital heart disease, foreign body aspiration etc.) for recurrent 
wheeze. Lower respiratory tract symptoms are very common in childhood and often 
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occur in association with upner respiratory tract symptoms. Among those with no 
alternative diagnosis, additional problems are created by the differences in underlying 
pathogenetic mechanisms of different (atopic and non-atopic) forms of the disease. In 
addition, there is still a;considerable reluctance in establishing diagnosis, and, as a result, 
either a correct diagnosis is not made, or is delayed, or an inappropriate diagnosis is 
given, thereby depriving the child of effective antiasthma. treatment (4). 

Also very important: although in young children there is the possibility of 
overtreatment, episodes of wheezing may be foreshortened and reduced in intensity by 
the effective use of anti-inflammatory drugs and bronchodilators rather than antibiotics 
(4). It is for this reason that health care workers need to be encouraged to use the word 
"asthma" rather than other terminology to describe this syndrome. 
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Breast Cancer: A Consultant's Report Summarized 


During May, 1996 a CDC consultant traveled throughout Georgia in an effort to better 
understand our situation regarding breast cancer in light of a report in the February, 1995 
Epidemiology Bulletin. The following summarizes the major findings. A copy of the 
full report may be obtained from CDC/Tbilisi at Number One Abasheli Street, Tbilisi. 

Regarding Surveillance: Existing health-related data (particularly cause of death data 


‘and stage of cancer diagnosis data) are of questionable quality and should be better 


understood before being used for planning. The framework for a reliable mortality 
surveillance system appears to exist. Two parallel cancer incidence data reporting efforts 
exist. Data are reported from each region and the medical records departments of each 
of the cancer hospitals and clinic to the National Cancer Center (NCC) in Tbilisi which 
then reports to the Ministry of Health (MOH). Because of greater sensitivity to the 
quality of the data at the NCC, use of data from that source is recommended. Long term 
development of the data management efforts of the NCC should be encouraged. No 
cancer risk factor data specific to the population of Georgia have been identified. 

Regarding Diagnosis of Breast Cancer: A woman with a breast mass generally self- 
refers to a clinic or hospital. Although in theory, full diagnostic services are provided 
within the cancer centers, diagnosis and staging are generally (but not always) based 
solely on physical examination. For those who can pay, further diagnostic studies are 
available: 

a thermography used in the majority of facilities as a screening test 
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preceding diagnostic mamm 
b. diagnostic mammography; 
c. biopsy/pathology. 
Only a minority of patients are able to pay. Although incidence data suggest breast 
cancer diagnosis occurs at an early stage in the majority of patients, reports of the 
oncologists and the number of reported breast cancer deaths imply the opposite: that the 
majority of cancers are actually diagnosed at late stages. 

Regarding Treatment of Breast Cancer: Treatment is based on a patient's ability to 
pay (and few are able). Based on superficial examination, it appears that standard 
international protocols are followed for cancer treatment. 

Regarding Prevention and Control of Breast Cancer: Physical breast exams by 
health professionals are not part of routine preventive care. Except for one 
demonstration project involving approximately 1800 women in a chemical factory during 
the years 1977-1980, screening mammography has never been available in this country. 
There are seven mammography units of varying age and condition in the country. Some 
are used for diagnostic exams; others, for lack of film and electricity, are not used. One 
is not in working condition. In one facility, non-dedicated equipment is used for 
mammography. There is no indication of quality control, routine maintenance, or 
performance standards for mammography equipment. Phantoms are not used or known. 
Improved survival of patients with breast and cervical cancer is dependent on both early 
diagnosis of the cancer and state-of-the-art treatment. To this end, partnership between 
the cancer treatment facilities, particularly the NCC, and the public health community, 
particularly the MOH, is essential. Although full screening mammography cannot be 
properly used until appropriate diagnosis and treatment are available to the screened 
population, the time required to create an infrastructure for screening is such that efforts 
should begin as soon as possible to put everything in place. 

Regarding Women's Health as Public Health Concern: Women do not visit a 
physician unless already experiencing or perceiving a medical problem. Women have 
Pap cytology only when there is a potentially associated medical problem. Cytology 
laboratories are very basic. 

Reported by: L Boss, Ph.D., Centers for Disease Control and Prevention, US Public Health 
Service. 


(2 


Editorial Note: Breast cancer is unquestionably a priority issue for Georgia. Primary 
prevention is out of the question, as simply being a woman who accumulates birthdays 
is the only important risk factor or determinant known. Early detection via screening 
mammography is the chosen path for the United States and Europe. This strategy has 
been shown effective, routinely achieving 5 year survival rates greater than 90%. 
Importantly, major investments in equipment, infrastructure, and education of both the 
public and the health professionals who provide medical care had to be made over many 
years before such effectiveness could be demonstrated. It appears that Georgia must start 
from close to the beginning, as almost none of the following is now in place: 

e Dedicated mammography machines that are finely calibrated, inspected, tested 
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with phantoms on a regular basis or else not allowed to function. Ordinary X- 
ray machines will not do: they are too insensitive. Special training 1s required 
before mammography technicians can be licensed. Inspection and testing on a 
regular basis is normal, including the use of phantoms, to assure that image quality 
is sufficiently sensitive and that the machines are maintained in a state of proper 
adjustment. 

¢ Specialized mammography training for radiologists, and the assurance that a 
certain minimum number of mammograms is read during every month to 
maintain proficiency. Mammograms have proved tricky to read, and experience 
has shown it best to first acquire this skill via specialized training, and then to 
maintain it through continuous practice. 

¢ An awareness among women that screening mammography is essential for 
early detection. This translates to regular annual breast examinations with a 
mammogram for all women fifty and older, plus other screening and preventive 
procedures. 

¢« Routine staging of cancers via histopathological examination. Only by 
surgically removing cancer tissue and examining it under a high quality microscope 
can the tissue type and cancer stage be accurately determined. ever ee else has 
proved to be no better than guess work. 

¢ Routine collection of cancer data according to international standards. This has 
proved to be the only way to get comparable data, to allow for 5 year survival rates 
to be computed for each type and stage of cancer, and for the success rates of 
various treatment regimes (surgery, radiation, chemotherapy) to be assessed. 

If thermography can be shown to be as sensitive as mammography for early detection, 

then it could substitute. If not, it should be phased out and replaced by mammography. 


Tuberculosis Update 


In a previous Epidemiology Bulletin (7), and because of the lack of reliable TB data 
from official sources, we used data from 14 TB facilities (dispensaries and consultant 
rooms) to extrapolate a possible national incidence for 1995. This projection must be 
regarded as tentative, even suspect, until more time has passed and other data can be 
gathered to either support or deny this figure and the method used to calculate it. 

However, a very practical problem arises in how best to plan the distribution of the 
very limited resources of the National TB Program. The important question is how many 
cases of TB should we plan to treat? Since sources of infection should be smear positive 
pulmonary TB cases and any untreated case of pulmonary TB may become smear 
positive, identification and proper treatment of all pulmonary TB cases become the most 
important measures to prevent further spreading of TB. We chose to use the method 
from which we derived the 1995 projection to make a 1996 projection, thus: multiplying 
the 1,104 figure (number of new pulmonary TB cases reported in the last quarter of 1995 
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‘Tuberculosis Update - Continued | 

from 43% of the population) by 4 to convert from 3 months to 1 year, and then adjusting 
that figure to national proportions (converting from 43% to 100%) yields a projection in 
excess of 10,000 new pulmonary TB cases for 1996 (or 2,500-2,600 cases for three 
months). 

New data for the first quarter of 1996 have been reported from Ajara, Kakheti, 
Kvemo Kartli (Rustavi and Gardabani raion), Mtianeti, and Shida Kartli Regions as well 
as from Tbilisi and Poti (Table 6). The comprised population is approximately 56% of 
the national population, and these data give us an opportunity to check the accuracy of 


our projection method. 
Table 6. Registered New Pulmonary TB Cases, January-March, 1996. 


Regions Smear Positive 
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 . only Gardabani raion and Rustavi in Kvemo Kartli region have reported 

If 2,500-2,600 new pulmonary TB cases might be registered in Georgia for the first 
quarter of 1996, how many would be expected in this area made up of 56% of the 
population? Adjusting yields a projection of 1,400-1,450 new pulmonary TB cases. That 
a total of 1,534 new cases of TB was actually reported from the above facilities, gives 
us some confidence since the accuracy of the projection is within 10%. However, the 
fact that the actual case tally was bigger than the projection gives rise to concerns that 
the TB epidemic may be growing, i.e., increasing by 10% a year. There are many other 
reasons for this disparity, however, and only time and better reporting will tell. What 
appears prudent to say, is that no evidence of a stabilizing or declining TB situation has 
yet appeared. | 
Reported by: I Khulordava, CDC/Tobilist. 


aotive 


Vol. 1/No. 4 Epidemiology Bulletin 


Reference: © | 
1. Ministry of Health. Brief Review of the Tuberculosis Situation in Georgia. Epidemiology 
Bulletin. 1996; 39-42. . 


,. Diphtheria Update: May, 1996 


Data continue to trickle in for the country as a whole, but both areas of major 
concern for diphtheria, Ajara and Tbilisi, have reported cases through May 21, 1996. 
These data are displayed in Figure 8, which also allows comparison with the same period 
one year ago. In interpreting these data it is useful to note that diphtheria is a seasonal 
disease, with peak transmission in autumn and winter. Spring and summer should see 
a progressive decline, and summer transmission of any size spells trouble for the fal! 
season ahead. 

In Ajara, the first 5 months of 1996 were much better than the same period last 
year, but most of this difference is accounted for by the February, 1995 peak of 46 cases. 
As a result of the 
intensive vaccination 
documented elsewhere 
(1), the 1996 cases are 
milder and some may . * 
not be diphtheria, so 
sensitive iS case “0 
finding in the absence 
of laboratory 0 
diagnostic support. 

In Tbilisi, the 2 


Figure 8. Diphtheria Cases in Tbilisi and Ajara, 1995 vs 1996 
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first 5 months of 1996 
were much worse than 10 ~~ 
1995: 77 versus 24 

cases, Or more than a 0 


threefold increase 
overall. In the last 2 
months, the patterns 
further diverge for an almost fourfold increase this year: 23 versus 6 cases. Most 
worrisome is the indication of an upward trend at a time when transmission should be 
declining. In the face of Tbilisi’s currently low vaccination rates, this could be cause for 
alarm. Fortunately, intensive vaccination has been planned and is now being 
implemented. We will follow this. A UNICEF-sponsored vaccination coverage survey 
is planned for June. | | 

Reported by: R Tsiklauri, CDC/Tbilisi. 


Reference: 
1. | Ministry of Health. Continuing Diphtheria Cases Despite Mass Vaccination. Epidemiology 
Bulletin. 1996; 69-73. 


100 Epidemiology Bulletin May, 1996 

The data in the monthly Epidemiology Bulletii are provisional, based on 
reports to the Center for Health Statistics and Information of the Department of 
Public Health. The reporting month concludes at the close of business for the 
calendar month. Compiled data are officially released to the public the succeeding 
month. Inquiries about this publication, including material to be considered for 
publication, should be directed to: Editor, Epidemiology Bulletin, Department of 
Public Health, Ministry of Health, 30 Gamsakhurdia Avenue, Tbilisi. 

All material in the Epidemiology Bulletin is in the public domain and may be 
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